Kansas Medical Assistance Program SIA Application: Step-by-step guide

Go to www.kmap-state-ks.us Click: Start new application
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KDHE-DHCF The KMAP website requires the latest version of Interet Explorer.
2 Reference General Bulletin 18088

Revalidate your existing application online,

KanCare lssues Logs
Start new online application.

KanCare Health . 5
Plans Provider Enroliment Help and Information
* Aetna Provider Entollment Wizard Tips

= Sunfiower

+ Lnledteaba 1 petter serve the Kansas Medical Assistance Program (KMAP)
providers during the COVID - 19 public health emergency, this
page contains the latest information regarding the COVID - 19
changes being implemented by KMAP.

COVID - 19 Provider Information

Coronavirus (COVID-19) Information

If a Kansas Medicaid member needs testing or treatment for the
Coronavirus (COVID-19), the member should receive the service without
any out of pocket expense. This would include members that are part of a
spenddown program. The medical providers have been given information
on how to bill for the needed services.

AN UL mEE

For additional information, visit the Kansas Department of Health and
Environment (KDHE) COVID-19 Resource Center

The KMAP website provides information to Medicaid beneficiaries and
providers. If you are enrolled in KanCare or providing services to a
KanCare member, links for the individual plans are under KanCare Health
Plans.

General KMAP program information can be accessed in the banner links
above. Users with secure access can log in at the links below.

Click START, or Resume application


http://www.kmap-state-ks.us/

KMAP Provider Enroliment Wizard

Kansas

The KMAP Provider Enrollment Wizard allows you to start or resume a new application,
revalidation, or an MCO contracting ré':]uesn Please review the following options to determine
which selection is appropriate.

New Enroliment Application MCO Contracting Request
To enroll a new provider, provider type, change a Tax ID, add an To contract with the KanCare MCOs and the provider is already
additional service location or a new location enrolled with KMAP, use the following link.
* Start New Application * MCO Contracting Request Form
* Resume Application
* Check Application Status
types and requi 1ts information, click here

Bulletins
20112: KMAP Provider Enrollment System Upgrade
20098: Enrollment Types and NPI Requirements
Revalidation 19200: Provider Application Fee change 2020
The following link can be used to start the idation whenan  19119: Ordering Referring Prescribing Requirements
Application Tracking Number (ATN) has been received. 19115: Managed Care Rule Provider Enroliment
* Resume/Revalidate Enrollment

All KMAP Bulletins are available here.

KMAP Provider Enrollment Billing Requirements Q&A
Kansas

For additional information, please review the following questions and answers regarding provider

hitpsv//partal kmap-state

Enrollment Pre-Checklist
Enrollment Type: Facility; Provider Type: Hospital; Specialty: 019- State Mental Hospital

NOTE: The Enrollment Type and Provider Type are not changeable. If you choose the wrong type for either, the
application will not be useable, and you will need to start a new application.

Effective date can be back dated if needed.
Are you Medicare enrolled: Yes ( if you click No- it will not allow you to more forward at #7)
Tax ID Type: EIN; | will accept patients in the following programs: FFS and MCO; Click: Generate Pre-checklist

START

Enroliment Pre-Checklist

Please select the below parameters to generate a checklist enlisting the credentials and documents required to complete an enroliment application. Al the credentials that are furnished in the application must be current. Future
dated or expired credentials will cause your application to be retumed.

Enroliment Type © Provider Type 2]
Facility ~  Hospital -
Specialty © TaxID Type (2]

019-State Mental Hospital - ® EIN SSN
Are you Medicare enrolled? © 1 will accept patients in the following programs: (2]
® Yes No FFS and MCO -

CLEAR GENERATE PRE-CHECKLIST
L _J

J

See below for the information and documents that you will be required to provide to complete your application. Have
them ready to move on.



@ portalkmap-state-ks.us/ProviderEnroliment/GeneratePrechecklistRulesfdata={ Enroliment Typeld™F " EnrolimentT... € G fr W &
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“ s may affiliate to multiple organizations.

Enrollment Type Provider Type

Facility Hospita

Speciality Type Tax ID Type

019-State Mental Hospital * EIN 55N

Are you Medicare enrolled? I will accept patients in the following programs:
* Yes No FFS and MCO

START

Please find below the credentials and documents required to complete the enroliment application.
The requirements may still vary based on any other criteria that you may enter during the enroliment
application. All the credentials mentioned here that are furnished in the application must be current . All the credentials that are furnished in the application must be current. Future

Future dated or expired credentials will cause your application to be returned.

2]
* MALPRACTICE details are required.
+ BED details are required.
* MEDICARE detaila are required
+ FEE details are required )
Required Attachments:
* Federal W-8 Form delails are required. B

+ Hospital License details are required

CLEAR GENERATE PRE-CHECKLIST

Start application, it will ask you to register your account.

Provide your email and create a password. If you are enrolling more than one location — fill out the provider reference
box. It will allow you to distinguish between the multiple applications you are submitting.
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Registration

Register below to be assigned a unique enrollment tracking number. Be sure to write down your password. An email confirmation will be sent with the tracking number. If
you don't submit your enroliment right away, you can use this tracking number and password o resume your enrollment application later.

* Email @ % Confirm Email o
|

* Password L = @ * Confirm Password 2]
Provider Reference [+

Click on KMAP Provider Enrollment Wizard or Start New Application

vew chromment A hd
I <« C @ portslkmap-state-ks.us Enrolir r rea * B2
A ™M o 2 Meps R-Connect [ Sharepoint 27 Logan- KMMS PROD @ Project Workb @ M * ax o BM Content Navig.. % | [B] Reading
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A Healthcare Payer Platform
Contact Us
| wos @ Provider w  New Enroliment
e
Welcome to the Online Provider Enroliment System
1 n piease click the “Start” button In the bottom right comer to begin th will automaticalty save each time you click “Continue’
ere
N click Here
of an application click Here
MCO Contracting Request
oA 10 an a
d can be enfolled per application. Al attachments must be comp!
in a Group) only nrolled once for each state in which they practice. Individual in a Group providers may affiliate to multiple organizations,
minimum Information r enrolment res
N
N provider fype such as: M)
For general enrol g
For any questions related to your application. call 80 3
START

The next page will have a bar at the top of the page with 13 steps you will need to complete; it will show your progress
through the application:



Test Demo

#1 General Information. IT is important to choose correct options — after moving past page 1 you will not be able to
change the Enrollment Type or Provider Type.

Enrollment Type: Facility
Provider Type: Hospital

Specialty: 019- State Mental Hospital

Choose the date you want to be active (the date you are filling out the application) and it can be backdated as well.

A\ Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy policy
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[ wew B Provider Enrollment | General Information
Print 0

TesTDeTTT
FRUGH.ESS ) | ) o 8 L ) 1 8 o I 8 ) 8 X ) .*.
o Enroliment Type

CANCEL

Once you have saved the information on this page, you will not be able to
change the Enrollment Type. Please confirm your selection before
proceeding

S

SAVE AND CONTINUE

Required Fields ( % |
Initial Enroliment Information -]
% Enroliment Type © % Provider Type ©@ * Effective Date (2]
Facility + | selecta value.. v 06/21/2021 =]

Provider Information -]

The Provider Name must be the current name on tax. corporation, or other legal documents. The legal name and Provider Federal Tax |dentification Number (TIN) must match the Information on the W-8 for

B Type here to search H m & F E © B

Green Il, Gregory Ear (S&L HHS)

Once you click save and continue on the previous page, you will receive an email with the tracking number



A\ Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be record

x 4+
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Test Demo

General
Your tracking number is 0719592566

An email will be generated and sent to your email address
gregory.ear.green-ii@dxc.com with further instructions.

Initial Enroliment Information You can now continue with your enroliment application.
% Enroliment Type

select a value

Provider Information

The Provider Name must be the current name on tax, corporation, or other legal documents. The legal name and Provider Federal Tax |dentification Number (TIN) must match the infor
businesses and Internal Revenue Service records for individuals.

* NPI 7]
Are you currently enrolled as a Provider? 7]
Yes ® No
[ L e o o IR B

MNew Enrollment Registration Notification

: € Reply | % Reply 2 > Forward | wes
Kansas-Provider-Enrollment@dxc.com 3 =N = o
Ta @ Green |, Gregory Ear [SEL HHS) Mon §21/2001 £12 PM

s displayed, click here to view it in .2 web bro

there are probiems with how this me

Congratulations! You have successfully registered for your provider enrollment application with the
Kansas Medical Assistance Program. Below is your lracking number thal has been associated
with your enroliment application. If you have not submitted your application, it will remain valid for
30 days from the last ime you updated it.

Tracking Mumber: 0718582566

Password. 5% i

Provider Reference: Test Demo

To resume your partially completed enrollment, simply access the site at the address below and
enter your enrollment tracking number and the password you entered during the registration
process.

https://portal kmap-state-ks.us/Providerfnrollment/EnrollmentResume/

If you have any questions or concemns, please contact Provider Enrollment at your eariest
convenience.

Sincarely,
Kansas Medical Assistance Program
Frovider Enrollment

Kansas-Provider-Enrollment@dxc_.com

Contact us: 1-800-933-6593

Fill out your Provider Information



You will need to select Yes for the “Are you Medicare enrolled?” question, or you will not be able to get past # 7 in the
application as it will require you to provide your Medicare number.

Select FFC and MCO

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy policy

% Enroliment Type © % Provider Type © % Effective Date

Facility *  Hos] | D6/21/2021 [

Provider Information e

The Provider Name must be the current name on tax, corpora
businesses and Internal Revenue Service records for individu:

* Legal Name @ Tax Name @ Doing Business As Name @ % NPl (2]

cuments. The legal name and Provider Federal Tax Identification Number (TIN) must match the information on the W-2 for

tion, or other legal d

UnityPoint Health - Marshalltown 1629503

* EIN @
31 = m 1M

Are you currently enrolled as a Provider? e
Yes ® No

Were you previously enrolled as a Provider? (2]
Yes ® No

Are you Medicare enrolled? (-]
(® Yes No

If you choose "FFS and MCQ" or "MCO (s) only”, your information will be shared with the selected MCO programs. This application does not guarantee participation with the Managed Care Organizations. Each
organization is independent. Please select he appropriate cption

# | will accept patients in the following programs: (2]

tavalue... -

#* Please select the programs to which you are applying. You must choose at least one, (2]
Select a Program

Are you registered with CAGH? o

pal

Type here 1o search

Select MCOs you would like to select. You can select 1, 2 or all 3

Select no for CAQH question

Were you previously enrolled as a Provider? o
Yes ® No

Are you Medicare enrolled? (2]
® Yes No

sse "FES and MCO" or "MCO (s) only”, your information will be shared with the selected MCO programs. This application does not guarantee participation with the Managed Care Organizations. Each
ation Is Independent. Please select the appropriate option.

* | will accept patients in the following programs: (2]

FFS and MCO v

* Please select the programs to which you are applying. You must choose at least one. (2]

AETNABETTER HEALTH OF KS INC. ¥ SUNFLOWER HEALTH PLAN X UNITED HEALTH CARE COMMUNITY PLAN X

Are you registered with CAQH? o
Yes ® No L



Provide Contact Information

HR-Connect (@) Sharepoint P Logon- CATW PN1 KMNS PROD-CSSP @ Project Workbook @) (Trace - Passwerd R & AXWES| P M

* Please select the programs to which you are applying. You must choose at least one. (2]

AETNABETTER HEALTH OF KS INC. X SUNFLOWER HEALTH PLAN X UNITED HEALTH CARE COMMUNITY PLAN %

Are you registered with CAQH? (2]
Yes ® No
Contact Information
Search Address
Title
Numbe Street ity County ntry ZIP Code
M iAckiress Line 4 6511 SE FORBESAVE TOPEKA SHAWNEE UNITED STATES ~ 66619-1448

6511 SE Forbes Ave

* City

% Phone Type

Email Address

* Preferred Communication 2

select a value v

CANCEL

Email is required even though there is no asterisk. Email is always a preferred method of communication

AL TINA DL LN FIEALTTT T RO IV, % QUING LAUVYEN THRAL T LAY 8 UINETED TIEAL T UANE WUIVIVIUINGT | ELAIN o8
Are you registered with CAQH? 2]
Yes ® No
Contact Information
Title © * Last Name © * First Name © Middle Name © Suffix (2}
Green Gregory
* Address Line 1 © Address Line 2 2]

6511 SE FORBES

%* City © * State © % Country © * ZIP Code o
TOPEKA v Unitec - 66619-1448
%* Phone Type © % Phone Number © Extension © Fax Number (2]
Home v
Emall Address © Confirm Email (2]
\[ gred 1 l
gregory.ear.green-ii@dxccom  ON (2]
2637 SE Virgines AVE

#2 Specialties. Create New. Select 019- State Mental Hospital and make it Primary.

8



Taxonomy- Hospitals/Psychiatric hospital

PREVIOUS SAVE AND CONTINUE

-

ble. One specialty must be name

The prc

der type selected on the previous page determir

Provider Type
Hospital

CREATE NEW

Waiver/Entitlement Type Primary Effective Date

Specialtes x o+ o -

€« € @ portalkmap-state-ks.us/Provice
Y hizps

PREVIOUS SAVE AND CONTINUE

s

The provider type selected on the previous page determines the specialties available. One specialty must be named as primary.

Required Fields { # )

Provider Type

Hospital

CREATE NEW
Specialty Taxonomy Waiver/Entitlement Type Primary Effective Date Edit
019-State Mental Hospital 283Q00000X-Hospltals/Psychiatric X 6/21/2021 [

Hospital Iy

Additional Taxonomies e



KNS B

Specialties

Specialties

The provider type selected @ Required Fields ( % )

Frovider Type

Hospital ¥ Make Primary 2]
% Specialty © * Taxonomy
019-State Mental Hospital +»  283Q00000X -
Specialty * Effective Date [ |

06/21/2021 select a value...

CANCEL SAVE

To add more taxonomies- click edit. For SIA enrollment — you will need one only

Save and Continue

e x o+

e C @ portatkmap-state-ks.us/ProviderEntoliment/Specialtie Q % » a2
bps M Gral @ Youluse BP Meps ) HRComedt (b Sharepont T MMS PROD-CSSP @) Project Workbook @) iTrece - Password R, @ AUWES| @ Menagefngine-A- [ 18M Content Nevig. @ SignOn @ Lesishexs m

Mon Jun 21, 4:36 PM

D@ oxCtechnology DXC Medicaid

Healthcare Payer Platform

Contact Us

n Provider Enrollment | w  Specialties

Print I 0

Additional Taxonomies -]

Additional taxonomy codes may be added below. The taxonomy codes will not be associated with a specialty

CREATE NEW

Taxonomy Edit [N

Step #3 Service Location. Create new

10
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. e Mon Jun 21, 4:37 PM
.x. DXC.technology DXC Medicaid

Healthcare Payer Platform

Contact Us

n Provider Enrollment | w  Service Location
Print o

Step 3: Service Location - Tracking Number: 0719592566 @& Step 3 of 13

PROGRESS | | _l_l_l_l_l_l__l__lj

PREVIOUS SAVE AND CONTINUE

Service Locati

CREATE NEW

Location Name ‘ Address Line 1 Address Line 2 City

Provide details; Save and Continue

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy policy

oo 0. Qo JO

PREVIOUS SAVE AND CONTINUE

-

CREATE NEW

Address Line 1 Address Line 2 City State Primai

PREVIOUS SAVE AND CONTINUE

P Type here to search

Green I, Gregory Ear (S&L HHS)

11



A\ Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy, polid

O rouluce  BY Maps

[ p—
New Service Location

CANCEL

Provider Type
)

Required Fields ( % )

+| Make Primary (%]

Please complete al the required fields under the Service ¢ the address to the other address types.

Note that copied addresses cannot be edited

ocation address. This will allow you to coj

% Location Name 7] Req
UnityPoint Health - Marshal
Service Location £
Contact Information
LastN First N: Middle N; Suffi
% Last Name © % First Name iddle Name © Suffix CREATE NEW

Green Gregory Earl Earl

Location Name

* Address Line 1 Address Line 2 © *x State

6511 SE FORBES AVE - -

* ZIP Code
1448  State

* City @ Location Code

TOPEKA

@ * County

]

Shawnee

Email Confirm Email

| gregory ear green-ii@dxc.com aregory.ear green-ii@dxc.com

At least one Phone Number must be provided

CANCEL OUS  SAVE AN

To add a phone number- slick Create new and add a phone number, save and select hours of operation, create new and
select the hours, click Save

(11) Atiachments Agreement / Submit

New Service Location
From Hour

EveryDay 24 Hours

% Is the service location ADA compliant?
® Yes No

* Is the service location accessible by public trans... @
® Yes No

* What are your after-hour arrangements?

I

lergency Phone N... @ Extension (2]
7856082490

CANCEL SAVE

12
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€ X @ portalkmap-state-ks.us/P Enrcliment/Enre wvicelosal a w

Disclasuras. Attachments

PREVIOUS SAVE AND CONTINUE

Required Fislds { %
-

UnityPoint Health - 6511 SE FORBES AVE TOPEKA Kansas
Marshalltown

Address Line 1 Address Line 2 State Primary m
X
a

PREVIOUS

SAVE AND CONTINUE

>

You may enter the Pay To address information only after corr ng all the required field: the Service Location add
¥| Same as Service Location e
* Location Name (2]
UnityPoint Health - Marshalltown
Contact Information
% Last Name © % First Name © Middle Name © Suffix © Billing Agent Name 7]
green Gregory
[
* Address Line 1 © Address Line 2 ©
6511 SE FORBES AVE
* City © % State © * Country © * ZIP Code (2]
TOPEKA Kansas i States 66619-1448
Same as Service Location (2]
Email © Confirm Email (2]

13



¥| Same as Service Location 7]

Email @ Contim Email a@
gregory.ear.green-ii@dxc.com gregory.ear.green-ii@dxec.com

Home 785-555-6558

Same as L7

* Location Name L
UnityPoint Health - Marshalltown

W © * First Name © Middle Nar © SuMmx @
green Gregory

* Address Line 1 © Address Line 2 ©
6611 SE FORBES AVE

* City © * state © * Country © * 7IP Code o
TOPEKA ansas ed State 66619-1448

same as o

* Preferred Communication

* Mail Ema

Email © Confirm Emai °
gregory.ear.green-ii@dxc.com gregory.ear.green-ii@dxc.com

TR -

Information below is Optional: Informational Mail Address; Remit TO; Doing Business as; Medical Records Request

A\ Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy poll

At least one Phone Number must be pre

Home 785-5! 5

CANCEL PREVIOUS SAVE Al

14



# 5 Organizational Details.

A\ Recording has started. This meeting is being recorded. By joil you are giving consent for this meeting to be recorded. Privacy p

Orgat nal Details

If your business is chain affiliated, the information about the company or organization must be included in the disclosure information.

If your business is operated by a management company or leased (in whole or in part) by another organization, information about the management company or
organization must be included in the disclosure information

* Organization Type (2
Not for Profit v
* Tax Classification e
OTHER hd

Entities doing business in the State, except for informal associations such as sole proprietorships or general partnerships, must be registered with the Secretary of State

For more information on the registration process, please go to the Secretary of State website at https://www.dxc.technology/healthcare/

Registered with Secretary Of Business Start Date (7]
© &
Incorporation Date (2]
Incorporated e &

Chain Affiliated (2]
Operated by Management Company 12}
Domestic Owned Corporation (2]
Foreign Owned Corporation 2]

Next part is optional:

Entities doing business in the State, except for informal associations such as sole proprietorships or general partnerships, must be registered with the Secretary of State,
For more information on the registration process, please go to the Secretary of State website at https://www.dxc.technology/healthcare/

Business Start Date L7
Registered with Secretary Of State L] =]
Incorporation Date 7]
Incorporated 7] =1
Chain Affiliated L]
Operated by Management Company L]
Domestic Owned Corporation (7]
Foreign Owned Corporation e

CANCEL

PREVIOUS  SAVE AND CONTINUE

#6 Associations — Will be left blank

15



#7 Credentials. For instate Kansas providers- leave blank or it will ask you to fill out details. IF you accidentally click new
one- use dummy info

e - o x
€« C @ portalkmap-state-ks.us Enrolime e m Qa & » 2
pps M Grail @ touTuse B Mops () HiComedt @b Sharepoint 27 Logom CATW B KMIGS PROD-CS5P @) Project Workoook @) Trace - Pasword . 4 AWES| G Managengine -4 [ 184 Content Navig.. @ SgnOn (@) Lexshex » M %
-_—_  ——————

Credentials
License e
CREATE NEW

License Number Issuing State Issuing Board Effective Date End Date Edit

Medicare Participation -]

CREATE NEW

Medicare Number Medicare Type Effective Date End Date Consider for Medicare Crossov... | Edit

New Medicare Participation

Consider for Medicare Crossover Claims
Medicare Number

% Medicare Number @ 3 Medicare Type © * Effective Date © * End Date
160001 Medicare PartA ~  06/21/2021 g | 06/30/2021

CANCEL SAVE

| Medicaid Program
* Are you enrolled in other state Medicaid programs? If so, please indicate which states. (2]
Yes No

16



If you are not participating in another State Medicaid program- select No

Medicaid Program -]

% Are you enrolled in other state Medicaid programs? If so, please indicate which states. e
Yos  (®) No

- -]
DE/ [
CREATE NEW

DEA Number Effective Date End Date Edit

Leave CLIA information blank

Bed information: create new.

Bed Information -]
CREATE NEW

Bed Type Number Of Beds Effective Date End Date =1

Level of Maternal Care -]

For psych hospitals only — only choose psych beds

Provider Type
CLIA e

CREATE NEW

CLIA Number CLIA Type Effective Date End Date Edit

New Bed Information
Required Fields

* Bed Type @ % Number Of Beds © * Effective Date @ % EndDate
General Beds - 10 06/21/2021 B |06/3012021

CANCEL

Bed Information

CREATE NEW

Bed Type Number Of Beds Effective Date End Date Edit

P Type here to search




# 9 Languages, Certification, Additional info and malpractice information

Additional Information

=
P r the websile addr It mi th y a valid address.
Provider Website URL
Malpractice Information E
Please complete the malpractice information below
CREATE NEW
Type of Carrier Name of Carrier Coverage Amount Ag... | Coverage Amount Pe... | Policy Number Effective Date End Date m
Professional Liability Blue Cross 10000 10000 1111111111 6/21/2021 6/30/2021
#
[

Are you currently or have r
cases or claims settled be

Yes No

ou within the last ten years been involved in a malpractice suit or claim in which your care and treatment of a patient was at issue, including pending or dismissed
ore or during trial or settled to avoid a lawsuit?

# 10 Disclosures. Fill out each of the following by clicking Create NEW: Provider Self Disclosure; Sub-Contractor
Disclosure; Ownership and Control Interest; Managing employees; Business Transaction

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy policy

e used to eligibility to participate &

will be made

s of the

istration of the

to ensure t

Providing this information is mar

and CFR §

all provider

OWNERSHIP/CONTROLLING INTEREST

Federal law rec
affilia
38.602 (b)

individuals and entities with ownersl
h the provider. For more inform

on on federal disc!

ess relationship to submit a

ire form for each entity or
ee 42 CFR § 455.100 — 106, 42 CFR § 455.436, 42 CFR § 1002.3, and CFR

d wil

DISCLOSURE FORMS

Answer all questions. If you do not believe that a ques s cable, s

isclosure Form

Status
Provider Self Disclosure New
Sub-Contractor Dis New CREATE NEW

ship and Control Int

CREATE NEW
Managing Emplos New CREATE NEW
Business Transaction CREATE NEW

~AneE

e S A e AMD COMTIALE,

18



o - e g g
submit the requested information may It in a denial of enroliment as a provider, or denial of continued enrollment as a provider and deactivation of all provider
numbers used by the provider to obtain reimbursement from the State Medical Assistance Program

OWNERSHIP/CONTROLLING INTEREST

Federal law requires individuals and entities with ownership, control, management or a business relationship to submit a separate disclosure form for each entity or
person affiliated with the provider. For more information on federal disclosure requirements, see 42 CFR § 455.100 - 106, 42 CFR § 436, 42 CFR § 1002.3, and CFR
§ 438.602 (b)

3

DISCLOSURE FORMS

Answer all questions. If leve that a tion Is applicable, select a

requested
Disclosure Form Status Create New
Provider Self Disclosure Completed
Sub-Contractor Disclosure Completed CREATE NEW
Ownership and Control Interest Completed CREATE NEW
Managing Employees Completed CREATE NEW
Business Transaction Completed CREATE NEW

CANCEL [ CTM SAVE AND CONTINUE

L

# portalkmap-state-ks.us/ProviderEnroliment/Disch

nail @ YouTube H  Shacepoint B Logen- G MNMS 9RO D¢ L D . sword R & ALKV S e | » JEL S5
Any information provided| N Provider Self Discl
State cal Assistance ew Frovider | re
inforr ion may ?Iso be Yes * NO
Medicaid Fraud Control
Providing this informatiol
to submit the requested il General
numbers 2d by the pro
% |s the provider part of a pravider or entity that is subject to the provisions contained In Section 6032 of the Deficit Reduction Act? @
OWNERSHIP/CONTROU Yes ® No
Federal law requires indi
person affiliated with the * Provide the following information for the contact person for audit purposes. @
138 60 \
§ 438.602 (b) Title © * Last Name © * FirstName @ Middie Name © Suffix 17
DISCLOSURE FORMS | Green
Answer all questions * Address Line 1 © AddressLine2 @
requ o
6511 SE Forbes Ave
Disclosure Form * City (7} © * Country © % ZIP Code (7]
I A ——— m |
Provider Self Disclosure Topeka « | | United Sta v - |
% Phone Type @ % Phone Number (7]
Sub-Contractor Disclosure A
selecta v
Ownership and Control Intgll * Provide the address for the physical location of the records to be kept under KA.R. 30-5-59 @
P.O. Boxes and drop boxes are not accept e
Managing Employees % Address Line 1 © Addressline2 @
Business Transaction
* City © * State © * Country © * ZIP Code (2}

- select a value -

- Bhana Tma £ & Bhana Musbar o

(T )

e here 1o search B m g F E O E ¢ v Qm € N H
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# 11 Attachments

Upload the documents by going to Details, Create New, transition Method, Attachment. Make sure all the Requirement
Met box say: YES

e X o+ [-] . a 4
€ C @& portalkmap-state-ks.us/? Enrolment/Enrolimer a & &

. . Mon Jun 21, 5:09 PM
D)@ oxciechnology DXC Medicaid

Healthcare Payer Platform

Contact Us

n Provider Enroliment | w  Enroliment Attachment
nt (7]

B re the list of req mit all of the required documentation to continue with the enrollment
Attachment Type Requirement Met
Federal W-8 Form YES
Hospital License YES

Accreditation Attachm ACHC, ACR, AOA, ASDA, BOC Int YES
CABC, CACH, CAP, CARF, AC, CHAP, COA, GOLA, RF, ABPCO, DNV, HCU, HFAP, HQAA,

IAC, NABP, NBAOS, TJC, NCQA, URAC JCAHO/ TJC, AOA, AAAHC, HFAP, ACHC, CHAF, DNV,
COA, CAH, DNV, CARF, ABPCO, NCQA, URAC, Other: (if any

Copy of Declaration Sheet and/ or Certificate of Insurance (Professional Malpractice and YES
Gomprehensive General Liability Insurance Policies)

M)
2
CREATE NEW
File Transfer Accre: lon Attachment { AASM, AAAHC, AAAASF, ABC Workflow Notes for Individuals Within a group v3 (2).docx (/]
ACHC, ACR, ADA, ASDA, BOC Intl. CABC, CACH, CAP,

CARF, CCAC, CHAP, COA, COLA, CORF, ABPCO, DNV,
HCU, HFAP, HQAA, |IAC, NABP, NBAOS, TJC, NCQA, URAC
JCAHO! TJC, ADA, AMAHC, HFAP, ACHC, CHAP, DNV,

#12 Application Fees.

As of 6/22/2021 the fees are waved due to COVID, but fees are going back into effect.

Fees x o+ o - (=]
C @ portalkmap-state-ks.us/ProviderEnroliment e a4 % » @

ops M Grail @ Youube B Mapt () HiComect I Sharegoint B Logorr CATWS

. . Mon Jun 21, 5:10 PM
D)@ pxciechnology DXC Medicaid

Healthcare Payer Platform

Contact Us

Ple:

ase Answer all questions. If you answer “NO" to all the

elow, then you must pay an application fee.

Application Fee Questions

Service Location - If the service location is enrolled in Medicare a fee payment is not required

1. Is the service location enrolled in Medicare? 2]
® Yes No

Medicaid Program - If the service location has paid an application fee to another Medicaid program then a fee payment is not required.

2. Have you paid an application fee to another state's Medicaid program for the service location? L e

* Yes No

Waiver Received -

you have received a waiver from the programs mentioned below a fee payment is not required

3. Have you received a waiver of the application fee from Medicare or another state's Medicaid program because of financial hardship? [7]
Yes ® No
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Click Proceed

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy. policy

x [ o=
< C @ portalkmap-state-ks.u volime O
i App Gmail @ YouTube P Mep H et @ Sharepoint B Logon £ KMMS PROD-CSSP @) Projes ok @ iMrece-Password R @ AW G e

@ 59700 @ Leshe 0 Ressing st

Aetna Better Health of KS Inc. - https ttert

Ith.com/kansas

Sunflower Health Plan - hitp:

sunflowerhealthplan.com

United Health Care Community Plan - https://www.uhc.com

Legal Name

lact Name Contact Email
UnityPoint Health - Marshalltown Gregory Green gregory.ear.green-ii@dxc.com

NPI Tax ID Type Tax ID Number Service Loca

on

1629503057 EIN 311111111 6511 SE FORBES AVE TOPEKA KS, 66619-1448

The above provider agrees to participate in the Medicaid Program, hereinafter referred to as the Title XIX Program

y. under penalty of perjury, that t
the filing of materially incomplete o f
Assistance Program

he information and statements on this application and on any accompanying documents are accurate and true. | understand that
se information with this enrollment request is sufficient cause for denial of enroliment or termination from the

| unders!
Assistan
dentifi

tand that | should be enrolied as a provider of services under the State Medical Assistance Program, that it is my responsibility to notify the State Medical
e Program fiscal agent of any change to the information on this application including but not limited to address, group affiliation, change of ownership, or tax
cation number.

You will be submitting the Provider Enrollment application e
electronically, you acknowle

stronically. Therefore, your signature on this application will be ef
e that you understand that your electronis ature is b

ctronic. By submitting this application
g to the same extent as your written signature.

& PROCEED

CANCEL PREVIOUS  FINISH LATER

Copyright 2021 DXC Technology Company. All rights reserved.

"Moo aEORE

Green II, Gregory Ear (S&L HHS)

Click YES to agree

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to b

¢ of perjury, that tt
the filing of materially incomplete or fals
Assistance Program

docun e accurate and fru

oliment or termination from the

| understand that | should be enrolled as a provider of services under the State Medical Assistance Program, that it is my responsibility to notify the

Assistance Program fiscal agent of any change to the information on this application including but not limited to add
identification number

group affiliation, change o

You will be submitti
electro

g the Provider Enrollment application e!
ically, you acknowledge that you u

tronically. Therefore, your signature on this application will be electronic
derstand that your electronic signature is binding to the same extent as your written signature.

submittir

0 Agreement Confirmation

Please read the Provider Agreement in document be

rson |

agreement and that | have

CANCEL

© Copyright 2021 DXC Technology Company. All rights reserved.
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Accept, sign and Request Verification code

A Recording has started. This meeting is being recorded. By joining, you are giving consent for this meeting to be recorded. Privacy.policy

€ C @ portalkmap-state-ks.u woliment, i o~ Q %
P M Grai @ euTuse B Maps O FRComet @ Shaepont 27 Logor s 50059 @ P K @ Mace-PasmordR @ AIWES| o Mngeirgne- A [0 M ContetNevg. @ @ e

* Verification Email ID @ % Confirm Verification Emall ID 7]
gregory.ear.green-i@dxc.com gregory.ear.green-i@dxc.com

Click on "Request Verificatio
you leave the application or Submi

2ail and enter the code immediately before

DO NOT NAVIGATE AWAY FROM PAGE

Once your

he email, pid

ear.green-ii@dxc.c
fication code befo

62112021

CANCEL PREVIOUS  FINISHLATER SUBMIT

© Copyright 2021 DXC Technology Company. Al rights reserved.

EXE - - c sEor

 § New Envoliment Verification Code - Message (HTML) x
File e
w = PMerkUnread | wdH L ) Q 3
= V e T W ©)
(. . Delete Archive " Translate Read | Zoom | Sharetc Insight
4 b Policy v B Follow Up ~ v B~ | Aloud Team:
Deiet Respond K Steps Tags & Editing speech | zoom | Teams ~
Rep Reply All > Forvard
|
{ !
@i
| Please use the following Verification code for provider name, UnityPoint Health - Marshalitown !
licatiq ]
INOM Ag Requested by Gregory Green
\Y FR(
sode |

Verification Code: FA42ZZEH

If your application has closed or you choose Finish Later, this verification code is no longer valid. To request a new code, return
to the main menu, select Resume Enroliment and enter the ATN and password. Click on the Agreements tab at the top of the
page and click on Request Verification Code

T you did not request this verification code, you can salely ignore this email. 1 1

. All rights reserved.

Plug in the code form the email and Submit the application.

Congratulations! Your application has been submitted. Please let KDADS know that the application has been submitted,
provide the MCOs that you have selected along with the application #s.

THANK YOU
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